All tube coagulase-positive staphylococci were identified as Staphylococcus aureus until Hajek [1] distinguished Staphylococcus intermedius as a separate species. This organism is tube coagulasepositive, but the cell wall does not contain protein A. Clumping factor is present only in 14% of isolates [1]. Commercial latex agglutination tests that detect clumping factor or protein A often misidentify S. intermedius isolates as "coagulase-negative staphylococci." We report a case of S. intermedius pneumonia in which sputum cultures reported positive for "staphylococcus not aureus" (SNA) were initially dismissed as containing only nonpathogens. After the patient's condition failed to improve with standard therapy and the organism was isolated repeatedly in pure cultures, clinical suspicion increased, and the organism was identified to the species level.
Methicillin-Resistant Staphylococcus intermedius Pneumonia Following Coronary Artery Bypass Grafting
All tube coagulase-positive staphylococci were identified as Staphylococcus aureus until Hajek [1] distinguished Staphylococcus intermedius as a separate species. This organism is tube coagulasepositive, but the cell wall does not contain protein A. Clumping factor is present only in 14% of isolates [1] . Commercial latex agglutination tests that detect clumping factor or protein A often misidentify S. intermedius isolates as "coagulase-negative staphylococci." We report a case of S. intermedius pneumonia in which sputum cultures reported positive for "staphylococcus not aureus" (SNA) were initially dismissed as containing only nonpathogens. After the patient's condition failed to improve with standard therapy and the organism was isolated repeatedly in pure cultures, clinical suspicion increased, and the organism was identified to the species level.
A 73-year-old man with a history of type II diabetes mellitus underwent coronary artery bypass grafting. On postoperative day 5, the patient had fever (temperature to 38.8°C) and a large amount of pulmonary secretions that required nasotracheal suctioning four to five times a day. A chest radiograph showed a left lower lobe infiltrate, and ceftriaxone therapy was started.
Fevers (temperatures as high as 39.2°C) continued, and on postoperative day 9, therapy was changed to ceftazidime and gentamicin. Gram staining of a sputum sample taken on that day revealed moderate polymorphonuclear leukocytes and moderate gram-positive cocci. Culture yielded moderate growth of a Staphylococcus strain that was negative for clumping factor and protein A by the Staphaureux test (Murex Biotech Limited, Dartford, UK). Our laboratory reported this strain as SNA. The patient required reintubation on the 11th postoperative day for respiratory failure. Therapy with ceftazidime and gentamicin was discontinued, and treatment with piperacillin/tazobactam was started. On the 14th postoperative day, flexible bronchoscopy showed marked bilateral thick mucoid lower lobe secretions causing obstruction. The patient no longer required ventilatory assistance on the 15th postoperative day but continued to require frequent suctioning via the tracheostomy tube to clear copious amounts of purulent secretions.
By the 21st postoperative day, the patient remained febrile, and cultures of seven sputum specimens yielded pure growth of SNA. Further testing of the organism was requested. A tube coagulase test was positive. SNA isolates were identified as S. intermedius, and antimicrobial susceptibility testing was performed by using the Vitek System (bioMérieux Vitek, Hazelwood, MO) and standard laboratory testing [2] . The isolates were susceptible to trimethoprimsulfamethoxazole (0.25 g/mL), gentamicin (0.5 g/mL), and vancomycin (0.5 g/mL) and resistant to penicillin (Ͼ4.0 g/mL), oxacillin (Ͼ32.0 g/mL), cefazolin (Ͼ64.0 g/mL), cefotaxime (Ͼ64.0 g/mL), clindamycin (Ͼ16.0 g/mL), erythromycin (32.0 g/mL), and ofloxacin (32.0 g/mL).
Therapy with vancomycin was started on the 21st postoperative day. After 24 hours of therapy, he was afebrile. A chest radiograph 1 month after discharge showed a small left pleural effusion with no infiltrates.
S. intermedius is a common zoonotic organism found in dogs, pigeons, minks, cats, horses, foxes, raccoons, goats, and gray squirrels [3] . The organism is a well-described cause of human disease following canine-inflicted bite wounds [4] . Cellulitis and a malodorous discharge are common, while regional adenopathy, fever, and lymphangitis occur only in 20% of cases [4] .
There have been few case reports describing invasive human disease. The organism was isolated as pure growth in cultures of specimens from three patients with non-canine-inflicted wounds [5] . A 17-year-old HIV-infected patient had S. intermedius tricuspid valve endocarditis [6] . A third case report described a 63-yearold man; S. intermedius was isolated from three sets of blood cultures and from a culture of the tip of a permanent intravenous device that had been removed [3] .
To our knowledge, this is the first reported case of S. intermedius pneumonia and the first report of methicillin resistance in a human isolate. Several studies that tested S. intermedius isolates from different species reported susceptibility to oxacillin and, in some cases, penicillin [7] . The origin of the organism in our case is unknown. The patient had no exposure to dogs. It is unlikely that he was infected by colonized medical personnel since only 0.7% of veterinary staff with daily exposure to canines were found to have S. intermedius as part of their nasopharyngeal flora [8] .
Pathogenicity is thought to correlate with the ability of both S. aureus and coagulase-positive SNA to produce coagulase [9] . Coagulase production may be missed in clinical laboratories where commercial latex agglutination tests have replaced the tube coagulase test. Although these tests have a sensitivity of 98.8%-99.3% and a specificity of 97.9%-100% for the identification of S. aureus [10] , their ability to identify S. intermedius or other coagulasepositive SNA species is poor. We believe that staphylococci found to be negative by latex agglutination tests should be reported as "SNA" rather than "coagulase-negative staphylococci."
Case of Pleuropericardial Disease Caused by Actinomyces odontolyticus That Resulted in Cardiac Tamponade
To our knowledge, pleuropericardial infection due to Actinomyces odontolyticus has not previously been reported. We describe a patient with this infection who did not have the usual risk factors for actinomycosis. We hypothesize that infection developed following previous gastric surgery. The patient was successfully treated with ceftriaxone.
A previously healthy 68-year-old man was admitted to the hospital with fever, chills, fatigue, and dyspnea. Six months before admission, the patient had undergone endoscopic biopsy followed by laparotomy and surgical resection of a noninvasive adenocarcinomatous gastric polyp. A postoperative chest radiograph showed cardiac silhouette enlargement and a new left pleural effusion that were not investigated further. Two weeks postoperatively, he developed a dry cough, chills, and dyspnea. He was 
